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Abstract 
The right of every health-care recipient is to accept or 
refuse medical care. Advance directives are the tools 
that protect this right if a person becomes mentally or 
physically unable to communicate his/her wishes regarding 
future medical care. However, cultural factors have been 
shown to impact an individual's understanding and use of 
advance directives. The purpose of this study was to 
explore the effect of selected cultural factors on the 
understanding and use of advance directives by health-care 
recipients in the state of Mississippi. One research 
question guided this study: What is the effect of 
selected cultural factors on the understanding and use of 
advance directives among health-care recipients in the 
state of Mississippi? Leininger's Transcultural Nursing 
Theory was the theoretical framework for this descriptive 
exploratory study. The setting for this study included 
four counties in Central and Northwest Mississippi. The 
population was hospital and home health patients who had 
previously been given educational information on advance 
directives during the admission process. The sample (N = 
49) consisted of American Choctaw Indians (n = 19), 
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Caucasians (n = 15), African-Americans (n = 14), and 
Vietnamese (n = 1). Participants were asked questions to 
assess their understanding and use of advance directives. 
The data were collected using the Massey-Hays Instrument 
for Measurement of Understanding and Use of Advance 
Directives. Data were analyzed using descriptive 
statistics. The Chi-Square Test of Independence was 
utilized as an additional test to gain a more 
comprehensive answer to the research question. There was 
a significant difference among the cultural groups 
regarding the understanding and use of durable power of 
attorney for health care. Therefore, the researcher 
concluded that cultural factors do impact understanding 
and use of advance directives. Implications derived from 
this study included more research on advance directives 
involving multiple different cultural groups, further 
testing of Leininger's Transcultural Nursing Theory to 
further add to the base of knowledge about culturally 
germane issues, increasing awareness of the need for 
culturally congruent care, and incorporating the issue of 
transcultural care in curricula in schools of nursing. 
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right to refuse unwanted medical treatments (Council on 
Ethical and Judicial Affairs of the American Medical 
Association, 1989; Emanuel et al., 1991; High, 1987; 
Orentlicher, 1990; President's Commission, 1982; Society 
for the Right to Die, 1985; Society for the Right to Die, 
1988; U.S. Senate Special Committee on Aging, 1987, all 
cited in Lynn & Teno, 1993). However, empirical data have 
shown that the actual use of advance directives is 
exceedingly low, ranging from 4% to 20% (American Medical 
Association, 1989; Emanuel & Emanuel, 1989; Gallup & 
Newport, 1991; Society for the Right to Die, 1987; cited 
in Lynn & Teno, 1993). 
To date little empirical research has been done to 
assess the merits of advance directives in practice. 
Current research has revealed that few people have 
actually instituted an advance directive for themselves. 
Researchers speculated that the low national rate of 
advance directive use (between 4% to 20%) was due to a 
lack of information and lack of encouragement from health­
care professionals (Emanuel & Emanuel, 1989; Murphy, 1990; 
Zweibel & Cassel, 1989, cited in Lynn & Teno, 1993). 
Establishment of the Problem 
Bernard, McLeod, and Saika (1986) conducted a study 
exploring patients' attitudes toward discussing life-
sustaining treatment. The study was undertaken because 
medical, ethical, and legal recommendations at that time 
were that decisions about life-sustaining treatment be 
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made jointly by physicians and competent, informed 
patients. According to Bernard et al. , "although such 
advance directives respect patient autonomy, several 
reservations about them have been raised" (p. 1613). One 
hundred and fifty-two outpatients were administered 
guestionnaires regarding their attitudes toward life-
sustaining treatment. Results revealed that only 6% had 
discussed life-sustaining treatment with their physicians, 
while 68% wanted to but had not. This study also revealed 
a very important factor: non-English speaking patients 
were excluded from the study population. 
Gamble, McDonald, and Lichstein (1991) found in their 
study that persons were reluctant to sign a living will 
due to their lack of knowledge about living wills, as well 
as lack of communication from health-care providers. 
Additionally, LaPuma, Orentlicher, and Moss (1991) related 
that written information about advance directives did not 
have an impact on patients' completion of advance 
directives. The researchers concluded that patients did 
not generally understand the concept of advance directive 
or the proper procedure for obtaining one. 
LaPuma et al. (1991) stated that patients who were 
illiterate, medically indigent, non-English speaking, or 
elderly were at high risk for poor understanding of 
advance directives. In support of this statement, Klessig 
(1992) found that patients of low socioeconomic status 
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retained traditional cultural values longer than higher 
socioeconomic classes. When studying the effect of values 
and culture on life-support decisions, Klessig (1992) 
found that when patients and health professionals were 
from different ethnic backgrounds, value systems that form 
the basis for such decisions may conflict. Many cultural 
groups did not place the same emphasis on patient autonomy 
and self-determination that Western society does and found 
the idea of terminating life support offensive. 
According to Schreiber (1991), one of the first steps 
in establishing a satisfying and productive healing 
relationship was the acknowledgement that multiple 
cultures were involved and that both care providers and 
care receivers were bearers of culture. As Fitzgerald 
(1992) stated, culture is an integral part of everyone's 
life and every interaction, including every clinical 
interaction. This multiplicity of cultures has presented 
many challenges to care and service providers. 
Appropriate and therapeutic care could only occur if the 
multiplicity of cultures was considered. In this growing 
multicultural society, one could not ignore the effect of 
cultural factors and beliefs on an individual's 
understanding of life-support issues. 
The Patient Self-Determination Act required that 
health-care recipients be informed of their right to 
formulate advance directives. It also has carried 
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substantial requirements for documentation, transfer, 
clarification of the law, and public education (Lynn & 
Teno, 1993). However, recent studies have identified 
major gaps between the information/education given to 
patients upon admission to hospitals and home health 
agencies and the actual understanding of this information 
by the health-care recipients. Mississippi's description 
of the law regarding advance directives has been written 
in terms that are not easily understood. People of some 
cultures have been shown to be at high risk for not 
understanding advance directives and unclear about how to 
obtain one. Cultural factors, as well as values and 
beliefs, have all played a part in the health-care 
recipient's understanding of advance directives. If all 
health-care recipients (regardless of culture) are to have 
equal standing under the Patient Self-Determination Act, 
they must first have an understanding of what the law 
states. In order for health-care recipients to be able to 
make an informed decision regarding future health care, 
they must first understand the meaning of advance 
directives. In this way, they can choose what care they 
will receive based on a true understanding of the 
alternatives available in conjunction with their cultural 
value system. 
The focus of this study was to explore the effect of 
selected cultural factors on the understanding and use of 
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advance directives by health-care recipients in the state 
of Mississippi. Cultural factors have been shown to 
contribute to the lack of understanding of advance 
directives. 
Significance to Nursing 
Cultural factors and beliefs have been shown to 
affect the health-care recipient's understanding of 
advance directives. Nurses in advanced practice have to 
be better informed about the cultural diversity of their 
clients in order to understand their clients' positions on 
matters of decisions regarding future medical care. In 
order for the advanced practitioner to be effective in 
primary practice, he/she must understand the cultural 
diversity among people and work at using their clients' 
viewpoints, knowledge, and practices as a basis for 
instituting culturally congruent nursing interventions 
(Marriner-Tomey, 1989). 
Because transcultural care is germane to all aspects 
of nursing care, it is imperative that curriculum 
addressing the issue of transcultural care be included in 
all basic nursing programs. Leininger (1985) stated that 
the present and future research in the field of 
transcultural nursing will enhance theoretical development 
and will continue to identify culture-specific and 
universal care constructs. 
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Lastly, if the Patient Self-Determination Act is to 
truly guarantee that all citizens be informed of their 
rights regarding future medical decisions, then it should 
also bear the responsibility for assuring that education 
about advance directives not just be accessible and 
understandable by a few, but by all. As a patient 
advocate, the advanced practice nurse can make a 
significant impact at state and federal levels in having 
the advance directive laws altered or rewritten to 
include, rather than overlook, those members of society 
who are not white, Anglo-Saxon, and well-educated. 
Theoretical Framework 
Leininger's Transcultural Nursing Theory served as 
the theoretical framework for this study. This theory was 
based upon the belief that people of different cultures 
can inform and best determine most of the kind of care 
that they desire or need from professional caregivers 
(Marriner-Tomey, 1989). 
Leininger's theory was directed toward assisting 
nurses in understanding the world of their clients and 
helping the nurses in using their clients' viewpoints, 
knowledge, and practices as a basis for making culturally 
congruent professional actions and decisions. Culture 
care was seen as the broadest theory because it 
encompasses the totality of human life and existence over 
time, including social structure, world view, cultural 
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view, environmental contexts, language expressions, and 
folk and professional systems (Marriner-Tomey, 1989). 
A general goal of the Transcultural Nursing Theory 
was to obtain the people's emic (insider) views about care 
as they believed and practiced care, then study this 
source of information with the nurse's etic (outsider) 
perspectives. The ultimate goal was to then provide care 
that fits reasonably with the client's needs and realities 
(Marriner-Tomey, 1989). 
Leininger referred to culture as the learned, shared, 
and transmitted values, beliefs, norms, and lifeway 
practices of a particular group that guided thinking, 
decisions, and actions (Leininger, 1985). The social 
structure of a culture revolved around religious, kinship, 
political, economical, educational, environmental, and 
even linguistical contexts (Leininger, 1985). 
Leininger's Concept of Cultural Care Diversity 
allowed for the differences between two different cultures 
that were interacting with each other, with a common goal 
being the improvement of a condition; in this case, the 
condition was a lack of understanding regarding advance 
directives. Mississippi is a state of cultural diversity. 
As of 1991, in the state of Mississippi there were 
2,573,216 people. Of these, 1,633,461 were white; 915,057 
were black; 8,525 were American Indian, Eskimo, or Aleut; 
13,016 were Asian or Pacific Islander; and there were 
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3,157 "other" races (Bureau of the Census, 1990a). There 
were 1,210,729 urban dwellers and 1,362,487 rural 
dwellers. In persons 25 years old and over, 64.3% had 
high school diplomas, 14.7% had Bachelor's degrees or 
higher, and 29% were below high school level. The per 
capital income in 1989 was $9,648, with 20.2% of families 
below the poverty level (Bureau of the Census, 1990b). 
Cultural care accommodation (negotiation) was 
imperative in both the nurse-patient relationship and in 
the researcher-participant relationship. Cultural care 
preservation was allowing the clients to maintain their 
particular lifestyle. In many cases, while cultural care 
preservation was preferable, cultural care restructuring 
was needed to enhance understanding of certain aspects of 
the health process in this country, such as the 
understanding of advance directives (Leininger, 1985). 
Nursing has been essentially a transcultural care 
profession and had to be based upon transcultural care 
knowledge and skill to be effective. People have brought 
to every situation past experiences that have helped to 
shape their views about things (Leininger, 1978). 
In order to determine a person's understanding of a 
phenomenon like advance directives, one had to be able to 
focus on the person's emic (insider) views. Therefore, 
the concept of cultural care was integral in this 
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investigation regarding the effect of culture upon 
understanding of advance directives. 
Assumptions 
The following assumptions form the basis of this 
study: 
1. Nursing has to have a base of transcultural care 
knowledge and skill to be effective, legitimate, and 
relevant to people of diverse cultures in the world 
(Leininger, 1985). 
2. Human care patterns, conditions, and actions are 
derived from cultural care values, beliefs, and practices 
of particular cultures and of the universal nature of 
humans as caring beings (Leininger, 1985). 
Purpose of the Study 
The purpose of this study was to determine the effect 
of selected cultural factors on the understanding and use 
of advance directives among health-care recipients in the 
state of Mississippi. 
Statement of the Problem 
This study addressed the question, what is the effect 
of selected cultural factors on the understanding and use 
of advance directives among health-care recipients in the 
state of Mississippi? 
11 
Definition of Terms 
For the purposes of this study, the following terms 
were defined: 
Cultural factors: those factors which contributed to 
a person's learned, shared, and transmitted values, 
beliefs, norms, and lifeway practices that guided a 
person's thinking, decisions, and actions (Leininger, 
1985). These factors were economic, social (including 
kinship), political (including legal), educational, 
religious, environmental, or technical (Leininger, 1978). 
Operationally, cultural factors included the selected 
demographic variables of gender, age, marital status, 
ethnic life identity, religion, income, environment, and 
education. 
Understanding: the degree of comprehension and/or 
the ability to grasp the significance of a concept. 
Operationally, for the purposes of this study, 
understanding was the degree of comprehension and/or the 
ability to grasp the significance of advance directives as 
indicated by correct answers on items 1, 2, 3, and 4 of 
the questionnaire. 
Advance directives: a living will, a durable power 
of attorney for health care, or other evidence of a 
client's wishes concerning future health-care decisions, 
as legally defined by the Patient Self-Determination Act 
(State of Mississippi, 1991). 
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A living will is a directive to be allowed to die 
naturally. The living will comes into play only when the 
attending physician, along with two other physicians, 
believes the patient would not regain consciousness or a 
state of health that was meaningful and, but for the use 
of life-sustaining mechanisms, the patient would have soon 
died (Patient Self-Determination Act of Mississippi, 
1991). 
A durable power of attorney for health care is a 
document that designates someone as an agent to make 
health-care decisions when a person is unable to make such 
decisions. The durable power of attorney for health care 
assists in decision-making when a person cannot make a 
health-care decision either because of a permanent or 
temporary illness or injury. The durable power of 
attorney for health care specifically authorizes a 
designated person to make health-care decisions for the 
patient and has to contain the standard language set forth 
in the law (State of Mississippi, 1991). 
Health-care recipients: any persons who have in the 
past, are in the present, or will in the future be in 
receipt of health care. Operationally, health-care 
recipients are clients in health-care settings in which 
medical or nursing care is given, specifically hospitals 
or home health agencies. These health-care recipients 
have to be alert, oriented, and able to answer guestions, 
as evidenced by orientation to person, place, and time. 
Chapter II 
Review of the Literature 
Advance Directives 
Multiple articles regarding advance directives and 
their use were discovered in the literature. LaPuma et 
al. (1991) reviewed the empirical data on advance 
directives, identified potential benefits and likely 
barriers to the Patient Self-Determination Act's 
successful implementation, and suggested ways in which 
patients, health-care providers, and physicians might best 
utilize the new reguirements. LaPuma et al. compiled the 
conclusions (outcomes) of 50 previous studies that 
addressed varying aspects of the Patient Self-
Determination Act, living wills, and/or durable powers of 
attorney. 
In one study, it was found that a majority of 
Americans believed that in the presence of terminal 
illness or permanent unconsciousness, previously expressed 
wishes about life support should be honored; however, 
relatively few had advance directives. In addition, those 
patients who did have advance directives were comforted by 
them (LaPuma et al., 1991). 
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Another empirical finding addressed the conclusion 
that physicians generally approved of advance directives 
and would follow a dying patient's written advance 
directive. They did not believe that it was a 
professional or institutional responsibility to initiate 
discussions about life-sustaining treatment. Conversely, 
most patients believed that the health-care provider 
should have been the one to initiate discussions about 
advance directives. Under the Patient Self-Determination 
Act, patients were to have been informed of their rights 
regarding advance directives without having to ask. This 
was supposed to eliminate the difficulty that patients and 
physicians have in discussing life-sustaining treatment 
(LaPuma et al., 1991). 
LaPuma et al. (1991) also addressed the potential 
benefits of the Patient Self-Determination Act, which were 
to stimulate awareness about the importance of advance 
directives. The Patient Self-Determination Act reinforced 
the importance of patient preferences in treatment 
decisions. By acknowledging early needs for clarity of 
treatment and increasing knowledge of advance directives, 
the Patient Self-Determination Act decreased physicians' 
concerns about liability. 
Barriers to successful implementation of the Patient 
Self-Determination Act were numerous. It was found that 
even when the patients were supplied with the information 
and forms, very few people completed and returned 
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documentation. It was shown repeatedly that patients did 
not generally clearly understand the proper procedure for 
implementing an advance directive (LaPuma et al., 1991). 
Cultural Effects on Understanding 
Advance Directives 
LaPuma et al. (1991) stated "patients who were 
illiterate, medically indigent, non-English speaking, 
elderly, or generally uninformed were at high risk for not 
understanding advance directives" (p. 403). 
Bernard et al. (1986) undertook a study that explored 
patients' attitudes toward discussing life-sustaining 
treatment. The reason for the study was due to the 
medical, ethical, and legal recommendations that life-
sustaining decisions be made in collaboration with 
physicians and competent, informed patients. According to 
Barnard et al. , although such advance directives respect 
patient autonomy, several reservations about them have 
been raised. One hundred fifty-two outpatients were 
administered questionnaires concerning their attitudes 
regarding life-sustaining treatment. Results revealed 
that only 6% had discussed life-sustaining treatment with 
their physicians, while 68% wanted to but had not. The 
study also revealed a very important factor: non-English 
speaking patients were excluded from the study. 
Klessig (1992) explored how values and culture 
affected life-support decisions. Two hundred thirty 
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patients at a county facility in Los Angeles were given a 
self-administered questionnaire in either English or their 
native language and were asked to indicate their age, sex, 
ethnic life-identity, religion, duration of residence in 
the United States, and level of education. Clinical 
scenarios with various degrees of illness were presented, 
and the respondents were asked to record what they would 
do regarding life-support issues in those situations 
(Klessig, 1992). 
Although multiple cultural groups were addressed, 
findings among the African-American group were significant 
for this study. The research revealed that the views of 
African-Americans toward do-not-resuscitate orders and 
life support were especially important because of the 
higher prevalence in the African-American community of 
conditions likely to result in the need for a discussion 
of such issues. Overall, African-Americans had a higher 
incidence of cancer, accidents, AIDS, hypertension, 
diabetes mellitus, and low birth weight babies. They also 
have had less access to needed primary health care 
(Klessig, 1992) . 
Klessig's research supported the view that African-
Americans were more likely to want life support continued. 
Several factors may have influenced this decision. First, 
African-Americans tended to be more religious and more 
devout than whites. Many stated that they would feel 
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guilty about discontinuing life support. Also, African-
Americans valued their elders, long life (regardless of 
suffering), and the will to survive. Lastly, it has been 
shown that African-Americans were likely to receive less 
intense care and were more likely to be negatively 
stereotyped than other patients. This led to concerns 
that life support was stopped prematurely because of the 
patient's race (Klessig, 1992). 
Klessig (1992) found that most Filipino patients were 
opposed to discontinuing life support, which may have been 
a result of their predominantly Catholic background. In 
addition, the Filipino family unit greatly influenced a 
patient's decisions about health care. The personal needs 
were subjugated to keep harmony within the family 
(Klessig, 1992 ) . 
In the Mexican-American population, beliefs about 
causation of illness may have influenced their views about 
life support. Health was viewed as a gift from God, and 
ill health, including accidents, was due to being punished 
by God or even caused by evil spirits. There was always 
hope the patient would get better, so to stop life support 
could cause feelings of guilt in the Mexican-American 
family. Also, like the African-Americans, the Mexican-
Americans felt that enduring sickness was a sign of 
strength (Klessig, 1992). 
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Klessig (1992) discovered the frustration that 
health-care workers experienced when treating patients 
from different ethnic backgrounds could be mitigated by-
exploring the cultural foundation of the behavior (and 
culture) in question. There were also multiple variants 
between individuals of the same culture (Klessig, 1992). 
Klessig (1992) recommended that when discussing the 
issue of life support with patients from any culture, it 
was best to explore certain issues, such as how the person 
viewed the sanctity of life, the person's definition of 
death, their religious background, whether they had been 
currently practicing their religion, what they believed 
the causal agents in illness were, what their support 
systems were, and who made the decisions about matters of 
importance in the family. Klessig (1992) felt that each 
patient had to be approached about life support in a 
culturally sensitive way in order to prevent 
miscommunication and frustration on the part of the 
health-care provider and patient. 
In a study by High ( 1993) of the elderly and advance 
directives in Kentucky, it was found that level of 
education was related to familiarity with advance 
directives and to their use. The study was conducted 
during 1991 in Lexington-Fayette County, Kentucky. A 
sample of 293 participants was recruited to participate in 
the study. They were divided into three separate groups. 
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One group served as the control group, with the other two 
undergoing differing levels of intervention in regard to 
education about advance directives. Questionnaires were 
sent out that measured the level of knowledge and use of 
advance directives in relationship to level of education. 
Only 70% of those participants with less than 12 years of 
education were familiar with a living will compared with 
90% of those with a high school education or more. 
Familiarity with the appointment of a health-care 
surrogate was 23% compared to 43% in the participants with 
the higher education (High, 1993). 
Race was also associated with familiarity and use of 
advance directives. Familiarity with the living will was 
85% for whites compared to 62% for blacks. In designation 
of a health-care surrogate, familiarity was 40% for whites 
and 17% for blacks. Thirty-two percent of the whites had 
completed living wills compared to only 2% of blacks. 
Also, although there was no statistically significant 
association, participants with higher levels of income 
($20,000 or more) tended to be familiar with and had 
advance directives (High, 1993). 
High (1993) found that the most effective 
intervention was one that provides older people with a 
moderate level of well-written, easily understood 
education materials accompanied by easy access to 
assistance in completing the appropriate documents. High 
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stated that any assumption that individuals will execute 
advance directives if given sufficient information and 
encouragement, the assumption underlying the Patient Self-
Determination Act of 1991, appears not to be confirmed by 
this study. 
According to High (1993) knowledge and familiarity 
with advance directives were clearly distinguishable from 
actual use. Recommendations from the study were that 
legislators, policymakers, ethicists, health-care 
professionals, and advocacy groups needed to rethink from 
the bottom up the entire advance directive process. Also, 
it was shown that further promotional and educational 
effort would have likely resulted in an increase in the 
use of advance directives mostly among those white elderly 
who have higher levels of education and income. 
Conseguently, it was found that more research was needed 
to determine the extent to which advance directives, as 
presently conceived and regulated by public policy and 
various state laws, had a class bias. As the policy 
stood, execution of advance directives placed a premium on 
skills of articulation and experience with legal 
documents. Legislation and regulations regarding health­
care decision making for the elderly should be equally 
beneficial regardless of the differences among people 
(High, 1993). 
Teno, Sabatino, Parisier, Rouse, and Lynn (1993) 
found that, for the most part, states established broad 
based coalitions for writing the state law description. 
However, lack of involvement of minority advocacy groups 
was a significant exception. A minority advocacy 
organization was reported to be involved in only one 
state; no state involved a welfare advocacy organization. 
Teno et al. (1993) stated: 
This may be unfortunate since the barriers for 
minorities and the poor in writing advance 
directives may be even more substantial than for 
those who are well-educated and white. 
Translation of the state law description into 
minority languages will require understanding of 
the culture of the intended audience. (p. 24) 
Edinger and Smucker (1992) explored the issue of 
outpatients' attitudes regarding advance directives. 
Three hundred patients visiting their family physician's 
office were asked about their wishes regarding life-
prolonging treatments, what their attitude was toward 
having these discussions in various situations, whom they 
wanted to initiate the discussion, and with whom else they 
had discussed their wishes. A majority of the respondents 
were women (71%). Eighty-four percent were white, 14% 
were African-American, and 2% were classified as "Other." 
Age presented the most diversity, with 45% being 18 to 40, 
31% being 41 to 60, and 18% representing 61 or older. The 
results of this study showed that most of the patients 
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wanted to discuss their wishes regarding the use of life-
prolonging treatments with their physician and preferred 
that this discussion be initiated by the physician. This 
desire was found to be present regardless of age or health 
status. Most patients were not inclined to raise the 
subject themselves (Edinger & Smucker, 1992). 
Recommendations were that primary care physicians 
initiate the discussion of life-prolonging treatments 
rather than waiting for the patient to voice their 
concerns. In this way, a physician could share his or her 
own attitudes toward the issue of advance directives, as 
well as beginning an educational process with the patient. 
Also, this approach would identify those patients who 
wanted to discuss the matter, but would have been hesitant 
to initiate the discussion themselves (Edinger & Smucker, 
1992) . 
When addressing the issue of education in the area of 
advance directives, one would have hoped that the health­
care providers would be well-informed, so that they, in 
turn, would have been able to adequately relate the 
correct information to the patient. However, in a 
research study by Goldstein, Vallone, Pascoe, and Winograd 
(1991), results showed that health-care professionals were 
poorly prepared to inform patients about advance 
directives and had experienced problems in dealing with 
cases involving a durable power of attorney. When asked 
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about reasons for not initiating discussions of the 
durable power of attorney for Health Care, respondents 
most frequently cited a lack of the proper pamphlets or 
forms and a lack of knowledge about where to refer a 
patient (Goldstein et al., 1991). 
In summary, the literature revealed multiple studies 
which supported the concept that, while advance directives 
were intended to guarantee an individual's right to 
determine future health-care decisions, it is apparent 
that this goal has not been attained. The impact of 
cultural factors on the understanding and use of advance 
directives was addressed in several articles, supporting 
the purpose of this research study. Few individuals 
understood the concept of advance directives, and even 
fewer individuals have instituted one. 
Chapter III 
The Method 
The purpose of this study was to determine the effect 
of selected cultural factors on the understanding and use 
of advance directives among health-care recipients in the 
state of Mississippi. In this chapter methods used to 
study the variables of interest are identified. The 
research design, setting, population, and sample are 
described; and the instruments utilized for the 
measurement of the variables are discussed. The method of 
data collection, as well as the technique for data 
analysis and the protection of human subjects, are 
detailed. 
Design of the Study 
A descriptive exploratory study was undertaken to 
describe the understanding and use of advance directives 
among individuals with selected cultural factors. 
Descriptive studies have as their main objective the 
accurate portrayal of the characteristics of persons, 
situations, or groups and the frequency with which certain 
phenomena occur (Polit & Hungler, 1991). The independent 
variables were the selected cultural factors. The 
dependent variables were the understanding of advance 
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directives and the use of advance directives among the 
health-care recipients being studied. The controlled 
variables included the geographical locations in which the 
study took place, and the mental status of the 
participants and their status as health-care recipients. 
Intervening variables may have included language barriers 
or the status of the health-care recipients' present 
illness, among others. 
Setting, Population, and Sample 
The setting for this study included multiple health­
care settings in the state of Mississippi in which medical 
or nursing care was given, such as a hospital or the 
private residence of a home health client. A sample of 
convenience was used by selecting clients who met the 
criteria outlined in the definition of terms for this 
study and who agreed to participate. These clients are 
any persons who have in the past, are in the present, or 
will in the future be in receipt of health care. These 
health-care recipients had to be alert, oriented, and able 
to answer questions, as evidenced by person, place, and 
time. The target sample size was 50. 
Methods of Data Collection 
Instrumentation. The instrument used for collecting 
the data for this study was a researcher—constructed tool 
(see Appendix A). This tool consisted of a total of 30 
questions. The first section consisted of 10 questions 
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that identified the culturally defining factors. The 
second section contained 20 questions. The first two 
questions were open-ended questions and explored the 
health-care recipient's definition of death and value of 
life. Questions 3-11 measured the health-care recipient's 
understanding of advance directives. Questions 12-20 
explored the health-care recipient's preference of 
specific life-support measures. This tool was reviewed 
for clarity and ease of understanding by members of the 
graduate faculty, Division of Nursing, Mississippi 
University for Women. Face validity has been established 
on the merit of review by a panel of experts. 
Data collection. Permission to conduct this study 
was obtained from Mississippi University for Women's 
Committee on Use of Human Subjects in Experimentation and 
the director or administrator of any participating 
hospital or home health agency (see Appendices B and C, 
respectively). Permission was obtained from each health­
care recipient who agreed to participate in the study (see 
Appendix D). A small pilot study was conducted by the 
researcher to assess ease of instrument administration. 
The researcher met with all nurses who agreed to 
assist in the data collection so that homogeneity could be 
ensured in the administration of the tool. Potential 
subjects were invited to participate in the study, either 
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during routine home health visits, by telephone 
solicitation, or during a hospital stay. 
The assisting nurses and the researcher explained 
what the purpose of the study was, and obtained a written 
consent form from each client who agreed to participate in 
the study. Interviews were conducted with the clients 
using the researcher-constructed tool. The completed 
tools were then returned either by mail or in person for 
analysis. 
Data Analysis 
Descriptive statistics were used to describe the 
sample. Scores from the researcher-constructed tool were 
analyzed using frequency distributions describing the two 
variables of selected cultural factors and the 
understanding and use of directives. The selected 
cultural factors were scored numerically, analyzed, and 
cross-referenced against all other responses. Each yes/no 
question was scored according to positive and negative 
responses given by the health-care recipients. Answers to 
the open-ended questions were analyzed for homogeneity of 
response. 
After the data were analyzed, the Chi-Square Test of 
Independence was used because it was considered an 
appropriate additional test to gain a more comprehensive 
answer to the research question. 
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Limitations of the Study 
The major limitations of this study were as follows: 
1. The small sample size and convenience sample 
selection affected the generalization of the results. 
2. The language barriers and use of interpreters may 
have had an impact on the understanding of the research 
questions. Subsequently, this may have had an impact on 
those participants' responses. 
3. The use of a first-time researcher-constructed 
tool in which the validity and reliability have not been 
established may have had an impact on the study results. 
Summary 
The purpose of this study was to determine the effect 
of selected cultural factors on the understanding and use 
of advance directives among health-care recipients in the 
state of Mississippi. A descriptive design was used to 
describe the health-care recipient's understanding and use 
of advance directives in health-care recipients. The 
independent variables were the selected cultural factors. 
The dependent variables were the understanding and use of 
advance directives. The setting for the study was any 
health-care setting in which medical or nursing care was 
given. A sample of convenience was used by selecting 
health-care recipients who met the criteria outlined in 
the definition of terms. The instrument utilized was a 
researcher-constructed tool. Permission was obtained from 
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health-care recipients and health-care organizations prior 
to the interviewing process. Descriptive statistics were 
used to describe the sample. Scores from the researcher-
constructed tool were analyzed using frequency 
distributions. Each yes/no question was scored according 
to positive and negative responses that were given by the 
health-care recipient. The selected cultural factors were 
scored numerically, analyzed, and cross-referenced against 
all other responses. The open-ended questions were 
analyzed for recurrent themes. The Chi-Square Test of 
Independence was utilized to gain a more comprehensive 
answer to the research question. 
Chapter IV 
The Findings 
The purpose of this study was to ascertain the effect 
of selected cultural factors on the understanding and use 
of advance directives among health-care recipients in the 
state of Mississippi. A descriptive study was implemented 
to describe the selected cultural factors among health­
care recipients in the state of Mississippi, and any 
effect that these cultural factors may have on a client's 
understanding and use of advance directives. In this 
chapter, a description of the participants is presented 
followed by outcomes of data analysis related to the 
research question. A number of serendipitous findings 
were discovered and also are described. 
Description of the Sample 
The population was health-care recipients who had 
been admitted to a home health agency or hospital and who 
had previously received information on advance directives. 
Interview contacts were made with 65 persons. Of these, 5 
were too ill to participate, 1 was found to be confused, 2 
had disconnected telephones, 2 were discharged before the 
interview could take place, and 5 refused either prior to 
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the interview or early into the interview process. The 
remaining sample consisted of 49 health-care recipients in 
four counties in Central and South Mississippi. One 
hospital and four different home health agencies were 
utilized to obtain participants. 
Thirty-six (73%) were females and 13 (27%) were 
males. The age of the respondents ranged from 44 to 94 
years with a mean age of 71 years. Twenty-three (47%) of 
the respondents were widowed, 16 (33%) were married, 5 
(10%) were single, 4 (8%) were separated, and 1 (2%) was 
divorced. The ethnic groups involved in the study 
consisted of 19 (39%) American Choctaw Indians, 15 (31%) 
Caucasians, 14 (29%) African-Americans, and 1 (2%) 
Vietnamese individual. 
Religious affiliations were diverse, with the 
majority being Baptist. Thirty-one (63%) were Baptist, 5 
(10%) were Catholic, 2 (4%) were Methodist, 1 (2%) was 
Presbyterian, and 10 (20%) classified themselves as 
"Other." Of the health-care recipients who classified 
themselves as "Other," 1 was sanctified, 1 was 
Pentecostal, 1 was First Christian Church: Disciples of 
Christ, 3 went to multiple nonspecific churches, and 3 had 
no religious preference or affiliation. Twenty-four 
participants stated a specific number of years that they 
had been practicing their religion, with a range from 1 to 
74 years and an average mean of 42 years of religious 
prdctics. Twenty—one participants stated that they had 
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practiced their religion their "whole life." Four stated 
"none" in regard to number of years they had practiced 
their religion. Twenty-two (45%) respondents considered 
themselves currently active in their religion, while 27 
(55%) stated that they were not currently active in their 
religion. In many cases "active" meant actually going to 
church, and the majority of these health-care recipients 
were homebound and too ill to attend church regularly. 
Socioeconomic factors of income, number of persons 
per household, education, political preference, and 
location (rural or urban) were assessed. Forty (82%) had 
a yearly income below $12,000 per year, 4 (8%) had a 
yearly income between $12,000 and $15,000, 2 (4%) had a 
yearly income between $15,000 and $20,000, and 2 (4%) had 
a yearly income over $20,000. One participant gave no 
answer. Fifteen (31%) had 2 persons per household, 14 
(29%) had 1 person per household, 10 (20%) had 3 persons 
per household, 3 (6%) had 4 persons per household, 3 (6%) 
had 5 persons per household, 2 (4%) had 8 persons per 
household, and 2 (4%) had 10 persons per household. 
Twenty—nine participants (51%) had an educational 
level of 9th grade and below, with 36 (73%) having 
attained 12th grade or below. Of these, 10 (20%) reached 
between the first and second grade, 6 (12%) had reached 
between the third and sixth grade, 13 (27%) had reached 
between the sixth and ninth grade, and 7 (14%) had reached 
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between the ninth and 12th grade. Nine (2%) participants 
had obtained a GED, 4 (8%) had received "some college," 
and 2 (8%) had completed some type of vocational school. 
Four (8-s) participants had received no formal education. 
The Vietnamese participant had attended an "intermediate" 
school in her native country. 
Twenty-seven (55%) of the participants had no 
political preference. Eighteen (37%) cited a preference 
for the Democratic Party, and 4 (8%) cited a preference 
for the Republican Party. Thirty-four (69%) were rurally 
located, and 15 (31%) were located in urban areas. 
One participant was deaf. Six participants did not 
speak English and required interpreters. 
Results of the Data Analysis 
One research question guided this study: What is the 
effect of selected cultural factors on the understanding 
and use of advance directives by health-care recipients in 
the state of Mississippi? To assess the understanding and 
use of advance directives, living wills, and durable power 
of attorney for health care, descriptive statistics were 
utilized. After the data were analyzed, the Chi-Square 
Test of Independence was considered an appropriate 
additional test to gain a more comprehensive answer to the 
research question. A number of questions and responses 
regarding use of advance directives, living wills, and 
durable power of attorney for health care were submitted 
to testing and can be seen in Table 1. These questions 
reflect the differences in cultural groups pertinent to 
the research question. 
Table 1 
Differences Among Cultural Groups Regarding Selected 
Cultural Factors Assessed by the Massey-Hays Instrument 
for Measurement of Understanding and Use of Advance 
Directives 
Variable 2 X E 
Use of advance directive 2 . 5521 0.8626 
Understanding of advance directive 0.0000 1.0000 
Use of living will 2.3597 0.5012 
Understanding of living will 5.4952 0.1389 
Use of durable power of attorney 
for health care 9.8726 0.0197* 
Understanding of durable power of 
attorney for health care 12.0167 0.0073* 
Note. N = 49 . 
p < .02 . 
The significant data were supported by the explanation and 
open-ended question sections of the questionnaire. For 
example, when asked if they understood what an advance 
directive was, one participant from two of the cultural 
groups answered "yes." When asked to define the term, the 
African—American and American Choctaw Indian participant 
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had no response, while the Caucasian respondent stated, 
'It means to go on continually," and the Vietnamese 
respondent stated, "She learns from Bible that when end of 
world comes, you know this and must prepare your life." 
Another example of how answers to the open-ended 
questions clarified the correctness of a "yes" answer can 
be seen in the participants' responses to the definition 
of the term living will. One African-American participant 
identified a living will. "If you die, if you want to 
give any part of your body to someone else," while one 
Caucasian participant responded with "What you want to 
leave somebody." An American Choctaw Indian responded, 
"Money you're supposed to have." The Vietnamese 
respondent stated, "If she goes, let her go. If they keep 
you a few days and do nothing, let her go. You have to 
spend time and money for sometimes [sic], you should have 
good results." 
Of the 49 health-care recipients who agreed to 
participate in the study and were able, 47 (96%) stated 
that they did not have an advance directive, 1 (2%) stated 
that he did not know, and 1 stated that he had an advance 
directive but could not tell the researcher what an 
advance directive was. When asked the question What is 
the meaning of the term advance directive?" 47 (96%) 
stated that they did not know, and 2 (4%) stated that they 
did know. Neither of the two who stated that they did 
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know the meaning of the term advance directive was able to 
provide a correct definition (see Appendix E). 
Five (10%) participants stated that they had living 
wills. Of these 5, 3 actually had living wills, while the 
other 2 had estate wills. When asked if they knew the 
meaning of the term living will, 24 (49%) of the 
participants stated that they did know the meaning. Of 
these 24, 11 participants provided acceptable definitions 
of a living will. Twelve participants were unable to 
provide correct definitions of the term living will. 
Four (8%) participants stated that they had durable 
power of attorney for health care, and 45 (91%) stated 
that they did not. All 4 participants who stated that 
they did have a durable power of attorney for health care 
actually had a family member who had full power of 
attorney over all aspects of participant's business and 
personal life, including health-care decisions. 
When asked the question, "Do you know the meaning of 
the term durable power of attorney for health care?" 10 
(20%) stated that they did. However, only 6 were able to 
provide correct definitions. 
All 49 participants had signed forms stating that 
they did or did not have an advance directive upon 
admission to the hospital or home health agency. Forty 
(82%) were unaware that they had signed such a form, 8 
(16%) were aware, and 1 (2%) was uncertain. 
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In determining the differences among the various 
cultural groups in regard to the use and understanding of 
advance directives, it was found that there was no 
significant difference among the cultural groups regarding 
advance directives, either having one or knowing the 
meaning of the term advance directive. There was no 
significant difference among the cultural groups regarding 
living wills, either having one or knowing the meaning of 
the term living will. However, there was a significant 
difference among the cultural groups regarding the use of 
durable power of attorney for health care and 
understanding the meaning of the term durable power of 
attorney for health care (see Table 1). 
A description of certain cultural characteristics 
consistent with the definition of culture for this study 
provided additional insight into the effect of these 
cultural factors on the use of advance directives in the 
population being studied. Characteristics of health-care 
recipients who have durable powers of attorney for health 
care may be seen in Table 2. 
Characteristics of the 3 health-care recipients who 
participated in this study and have living wills also were 
examined. These findings can be seen in Table 3. 
Table 2 
Cultural Characteristics of Health-Care Recipients Who 
Have Durable Power of Attorney for Health Care 
Characteristic n % 
Sex 
Female 4 80 
Male 1 20 
Marital status 
Widowed 4 80 
Separated 1 20 
Ethnic 
Caucasian 5 100 
Religion 
Baptist 4 80 
Catholic 1 20 
Education 
Grades 6-9 2 40 
Grades 9-12 1 20 
Some college 1 20 
Vocational school 1 20 
Income (year) 
60 Below $12,000 3 
$12,000 - $15,000 1 20 
$15,000 - $20,000 1 20 
No. of persons in home 
100 One 5 
Political 
60 Democrat 3 
Republican 1 20 
None 1 20 
Location 
Urban 5 100 
Note. n = 5. 
Table 3 
Cultural—Characteristics of Health-Care Recipients Who 
Have Living Wills 
Characteristic n 
Sex 
Female 2 67 
Male 1 33 
Marital status 
Widowed 2 67 
Married 1 33 
Ethnic 
Caucasian 2 67 
Choctaw Indian 1 33 
Religion 
Baptist 2 67 
None 1 33 
Education 
GED 1 33 
Some college 2 67 
Income (year) 
$12,000 - $15,000 1 33 
$15,000 - $20,000 1 33 
No. of persons in home 
One 2 67 
Two 1 33 
Political 
Democrat 2 67 






Note. n = 3. 
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Additional Findings 
In discussing life support preferences, 33 (67%) 
would want CPR performed, 14 (29%) would not, and 2 were 
uncertain. Thirty (61%) would not want to be placed on a 
respirator, 18 (36%) would want to be placed on a 
respirator, and 1 was uncertain. Twenty-four (49%) would 
want to be fed by NGT or gastrostomy tube, 21 (43%) would 
not, and 4 (8%) were uncertain. Forty-six (94%) would 
want to receive blood, and 3 (6%) would not. 
Forty-five (92%) would want a family member to make 
decisions regarding medical care if they were unable to 
make these decisions for themselves. Fifteen (31%) felt 
that it was the responsibility of family members to bring 
up the subject of future medical care, 12 (25%) felt that 
this was their responsibility, 9 (18%) felt that it was 
the physician's responsibility, 7 (14%) were uncertain, 3 
(6%) felt that it should be either the physician's or the 
nurse's responsibility, 2 (4%) felt that it should be the 
physician's or family member's responsibility, and 1 (2%) 
felt that it should be the nurse's responsibility. 
Following specific explanations of what advance 
directives (living wills and durable power of attorney for 
health care) are, participants were asked if they would 
like to execute an advance directive. Thirty-three (67%) 
stated that they would like to have an advance directive, 
14 (29%) stated they would not, and 2 (4%) were uncertain. 
Twenty three (47%) stated that they would like to have a 
living will, 25 (51%) stated they would not, and 1 (2%) 
was uncertain. Thirty (61%) stated that they would like 
to have a durable power of attorney for health care, 18 
(37%) stated that they would not, and 1 (2%) was 
uncertain. 
The open-ended questions were analyzed for recurrent 
themes. When asked "What value do you place on life?" the 
participants 1 responses were categorized according to 
whether or not the response was positive, negative, or 
uncertain. Whether a response was positive, negative, or 
uncertain was determined by the content of the answer. 
Positive responses were those that reflected value of 
life, negative responses were those that reflected a 
negative value toward life or no value of life, and 
uncertain responses were those that reflected both 
positive and negative value in the same manner, or those 
who stated that they did not know the value of life. The 
African-American participants had the most positive 
responses regarding the value of life, with 13 (93%) 
referring in some way to positive perceptions about life. 
Responses were frequently religious in nature. One 
African-American had no answer. Nine (60%) Caucasian 
respondents viewed the value of life positively, with 3 
(20%) giving uncertain responses and 3 (20%) giving 
negative responses. Of the positive responses that were 
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given, no references were made to religion. Only one 
reference to religion occurred in the Caucasian sample, 
and this was in the uncertain category. The American 
Indian participants showed the least positive responses in 
regard to the value of life, with 6 (32%) giving positive 
responses, in comparison to 12 (63%) uncertain responses 
and 3 (5%) negative responses. One positive response made 
reference to religion. 
When asked, "What does death mean to you?" the 
participants were categorized according to responses, with 
positive responses being classified as any answer in which 
the person viewed death without fear, or spoke positively 
about the death experience, and negative responses being 
those in which the person expressed fear, sorrow, or death 
not being an experience that was looked upon positively. 
The African-Americans expressed the most negative 
responses, with 10 (71%) expressing sorrow, sadness, or 
fear as their view of death. Two (14%) participants 
viewed death in a positive way, and 2 (14%) gave uncertain 
responses. The American Indian participants had the 
highest number of uncertain responses, with 10 (53%) 
giving uncertain answers. Six (31%) gave positive 
responses to the meaning of death, and 3 (16%) gave 
negative responses. The Caucasian participants were 
fairly evenly divided in responses, with 6 (40%) giving 
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positive responses, 5 (33%) giving uncertain responses, 
and 4 (27%) giving negative responses. 
When addressing the issue of life-support measures 
that were included in advance directives, there was no 
significant difference between the cultural groups in 
regard to wishes that cardiopulmonary resuscitation (CPR) 
be instituted, that a respirator be used, or that 
nasogastric (NGT) feeding be instituted. However, there 
was a significant difference between the African-American 
and Caucasian groups on the issues of CPR, the respirator, 
and NGT feedings (see Table 4). One hundred percent of 
the African-American and Caucasian groups, as well as the 
Vietnamese individual, would accept blood as a life 
support treatment, while 16 (84%) of the Indian 




Diffaiences Between the African-American and Caucasian 
Groups on Life-Support Preference 
Variable 2 X 2 
CPR 7 .6364 0 . 0057* 
Respirator 7 . 9851 0.0047* 
Nasogastric or gastrostomy 
tube feeding 10 .2158 0.0060* 
Note. n = 29 . 
*p = < .01. 
Although there was no statistical difference among 
the cultural groups in regard to education, it is 
important to note that of the American Indian 
participants, 7 (14%) had acquired an educational level 
between the first and third grades, 5 (10%) had acquired 
between the third and sixth grade level, and 4 (8%) 
received no formal education at all. Of the African 
American participants, 3 (6%) acquired the first to third 
grade level, 3 (6%) acquired the third to sixth grade 
level, 5 (10%) acquired the sixth to ninth grade level, 
and 1 (2%) had a high school diploma with some college. 
Among the Caucasian participants, none had below a third 
grade level, 2 (4%) acquired a third and sixth grade 
level, 4(8%) acquired a sixth to ninth grade level, 5 
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(10%) acquired a ninth to 12th grade level, 3 (6%) 
acquired a high school diploma with some college, and 1 
(2%) acquired a high school diploma with some vocational 
school. 
Seven (14%) of the 49 participants had an advance 
directive. Four had full durable power of attorney and 2 
had living wills. One participant had both a full durable 
power of attorney and a living will. This individual was 
counted as part of each of the two categories of advance 
directives for statistical analysis of the common cultural 
characteristics of participants with an advance directive. 
During the interview process, participants often 
commented on how they felt about a particular situation or 
why they chose a certain answer. These comments provided 
some insight into the reasoning that some participants 
used to derive their responses. 
Several participants responded with "no" when asked 
if they would like to have an advance directive (either 
durable power of attorney for health care or living will). 
They then added these comments: 
Brother will take care of it. 
Children will do what I want anyway (had durable 
power of attorney). 
Family will take care of it. 
Family will do fine. 
Family will decide. 
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Several participants responded with "yes" when asked 
if they wished to be placed on the respirator. They then 
added these comments: 
But I wouldn't want to stay on it. 
If I had a good chance. 
If they see it will help me, then yes; 
otherwise, then no. 
If I can recover; not if I have a stroke or kept 
long term without any hope. 
If I would be sure to come out of it. 
Several participants responded "yes" when asked if 
they would like to have CPR should it become necessary. 
They then added these comments: 
Your breath hops back in sometime. 
If I had a good chance to live. 
One person stated "I don't know--I never really 
thought about it" when asked if she would like to have CPR 
should it become necessary. She also stated that she 
would like to be placed on the respirator should this 
become necessary. This participant was one of the 6 who 
had an advance directive (durable power of attorney). 
One of the participants who knew what a living will 
was had just been admitted to home health several days 
prior to the interview and had just received materials 
regarding advance directives. Her home health nurse had 
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reviewed these materials with her. She did not know the 
meaning of advance directive or durable power of attorney 
for health care. The American Choctaw Indian participant 
who had a living will had a daughter who was a nurse 
practitioner. 
Several participants responding to the question 
regarding whether or not they would want to be fed through 
a nasogastric or gastrostomy tube had these comments: 
(Yes) "That keeps you from starving." 
Don't know; depends on how sick and whether I 
can recover. 
Yes, they have to do that. 
One 47-year-old participant with Lou Gehrig's disease 
had recently been faced with the decision about whether to 
allow a nasogastric or not. She was unable to make a 
decision. 
When explaining what advance directives are, with the 
explanation of these as affecting our future medical 
decisions, one participant stated, "Sometime we ain't 
going to get it" (referring to medical care). 
Chapter V 
The Outcomes 
Advance directives were instituted in this country in 
December of 1991, with the intent of guaranteeing all 
health-care recipients their rights in making future 
medical decisions for themselves. However, research has 
shown that few people have actually instituted an advance 
directive, and that, in fact, few health-care recipients 
understand clearly the term advance directive. Cultural 
factors appeared to play a part in the lack of knowledge 
regarding advance directives. The purpose of this 
research study was to explore the effect of selected 
cultural factors on the understanding and use of advance 
directives by health-care recipients in the state of 
Mississippi. A descriptive study was undertaken to 
describe the understanding and use of advance directives 
among individuals with selected cultural factors. 
Leininger's Transcultural Nursing Theory served as the 
theoretical framework for this study. After the data were 
collected and analyzed, the Chi-Sguare Test of 
Independence was utilized as an additional test to gain a 
more comprehensive answer to the research question. 
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This chapter includes a discussion of the findings of 
the study. The conclusion, implications, and 
recommendations which originated from these findings also 
are presented. 
Summary of Significant Findings 
Forty nine health-care recipients in four Central and 
Southern counties in the state of Mississippi were 
interviewed using the Massey-Hays Instrument for 
Measurement of Understanding and Use of Advance Directives 
Among Health Care Recipient's with Selected Cultural 
Factors. Of the participants, 73% were females and 27% 
were male, with an average mean age of 71 years. Forty-
seven percent were widowed, 33% were married, 10% were 
single, 4% were separated, and 2% were divorced. The 
cultural groups involved in the study consisted of 39% 
American Choctaw Indians, 31% Caucasians, 29% African-
American, and 2% Vietnamese. 
Religious affiliations were diverse, with the 
majority (63%) being Baptist, 10% being Catholic, 4% being 
Methodist, 2% being Presbyterian, and 20% classified as 
other. Twenty—four participants had been practicing their 
religion an average of 42 years, and 21 participants had 
been practicing their religion "all of their life. Four 
stated "none" in regard to number of years they had 
practiced their religion. 
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Eighty two percent of the participants had a yearly 
income below $12,000, with 8% between $12,000-$15,000 , 2% 
between $ 15 , 000-$20,000 , and 2% over $20,000. The 
majority (60%) of participants had 1-2 persons per 
household. Twenty-one percent attained the first to third 
grade level, 12% attained a third to sixth grade level, 
26% attained a sixth to ninth grade level, and 14% 
attained a ninth to 12th grade level, 2% had GEDs, 8% had 
attained some college, and 8% had no formal education at 
all. The Vietnamese participant attended an 
"intermediate" school in her native country. 
Fifty-five percent of the participants had no 
political preference, 37% cited a preference for the 
Democratic Party, and 8% cited a preference for the 
Republican Party. Sixty-nine percent were rurally 
located, and 31% were located in urban areas. One 
participant was deaf. Five participants did not speak 
English and required interpreters. 
It was found that there was no significant difference 
among the cultural groups regarding understanding and use 
of advanced directives or living wills. However, there 
was a significant difference among the cultural groups 
regarding the use of durable power of attorney for health 
care and understanding the meaning of the term durable 
power of attorney for health care. 
Of the 49 participants, none were able to provide a 
correct definition of the term advance directive. Eleven 
(22%) of the participants were able to provide a correct 
definition of the term living will, while 38 (78%) could 
not. Six ( 12-s) of the participants were able to provide 
correct definitions of durable power of attorney; 2 (4%) 
of these participants correctly defined durable power of 
attorney for health care, while 4 (8%) defined full power 
of attorney. Forty-three (88%) were unable to provide 
correct definitions of durable power of attorney. 
Discussion 
According to the findings identified in this study, 
the effect of cultural factors on the understanding and 
use of advance directives was profound. There was no 
significant difference among the participant groups in 
regard to the understanding of the term advance directive. 
Not one of the 49 participants was able to accurately 
define the term advance directive. There also was no 
significant difference among the groups regarding 
understanding of the term living will. However, there was 
a significant difference among the cultural groups 
regarding the understanding and use of a durable power of 
attorney for health care. All 6 of the participants who 
had a durable power of attorney were Caucasian. Two of 
the participants with living wills were Caucasian, with 
one being an American Choctaw Indian. The majority of the 
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participants who had a durable power of attorney or living 
will were elderly Caucasian, female, widowed, Baptist, 
Democratic, urban-dwelling, and lived alone. No study was 
found that detailed these characteristics in persons who 
had advance directives. None had an educational level 
below the sixth grade, with the majority having at least a 
ninth grade level of education. In a study by High 
(1993), it was found that level of education was related 
to familiarity with advance directives and to their use. 
This finding appears to be supported by this research 
study. 
None of the American Choctaw Indian participants, and 
only one of the African-American participants understood 
the meaning of the term durable power of attorney for 
health care. The Vietnamese participant also did not 
understand the meaning of the term durable power of 
attorney for health care. The African-American 
participant who knew the meaning of durable power of 
attorney for health care also knew the meaning of the term 
living will. This participant had one of the higher 
educational levels, a high school diploma with some 
college. 
Many of the American Choctaw Indian participants had 
borderline English language skills, and 5 spoke no 
English. The Vietnamese participant was also unable to 
speak English. The majority of the participants had 
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income levels below & 1 9 nnn $ /000 per* year and were elderly. 
These factors are consistent with the findings of LaPuma 
et al. (1991) who stated "patients who were illiterate, 
medically indigent, non-English speaking, elderly, or 
generally uninformed were at high risk for not 
understanding advance directives" (p. 403) 
Cultural perceptions regarding the value of life and 
the meaning of death were explored to further assess 
reasons for the understanding and use (or not 
understanding and nonuse) of advance directives. Overall, 
it was discovered that the African-Americans had a very 
positive value of life, with responses frequently being 
religious in nature. These participants also had a 
negative view of the death experience, either through 
expression of sorrow, sadness, or fear. These findings 
support those of Klessig (1992) who found that African-
Americans valued their elders, long life (regardless of 
suffering), and the will to survive. Klessig's study also 
revealed that African-Americans tended to be more 
religious and more devout than whites (Klessig, 1992) . 
Klessig (1992) found that African-Americans were more 
likely to want life support continued, a finding that was 
also present in this study. One hundred percent of the 
African-American participants indicated that they would 
want CPR and blood transfusions, with a large majority 
indicating that they would want to be placed on the 
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respirator and be given nasogastric or gastrostomy tube 
feedings. 
While the majority of the Caucasian participants 
displayed a positive value of life, only one reference was 
made to religion. The responses to the meaning of death 
were fairly evenly divided, with 40% giving positive 
responses, 33% giving uncertain responses, and 27% giving 
negative responses. This, again, would support the 
finding by Klessig (1992) that African-Ameri cans were more 
devout than whites. 
On the issue of life-support preferences, the 
Caucasian population was significantly different from the 
African-Americans. Fifty-three percent of the Caucasian 
population indicated a preference for CPR, while 87% said 
no to having a respirator, and 67% said no to nasogastric 
or gastrostomy tube feedings. One hundred percent 
indicated that they would accept blood transfusions. No 
studies were found that detailed the Caucasian life-
support preferences. However, High (1993) found that 
familiarity and use of advance directives was higher among 
Caucasians when compared to African-Americans. This may 
account for the strong preferences for withholding certain 
life-support measures such as the respirator or 
nasogastric or gastrostomy tube feedings. 
The majority of the American Choctaw Indians' 
responses to the questions about the value of life and the 
55 
meaning of death were uncertain. it is unclear whether 
the participants did not understand the question due to 
their limited English language skills or whether this was 
a true indicator of that population's perceptions 
regarding the value of life and the meaning of death. It 
is important to note that the educational level of the 
American Choctaw Indians was lower than that of the other 
cultural populations, which may also have contributed to a 
lack of understanding of the meaning of this question. 
On the issue of life-support, the American Choctaw 
Indian participants were evenly divided in their 
indication for CPR, with 50% stating yes, and 44% stating 
no (6% were undecided). This trend was also present in 
the responses regarding nasogastric or gastrostomy tube 
feedings. Over 50% indicated a preference for being 
placed on the respirator. The American Choctaw Indians 
were the only respondents who did not agree 100% on the 
issue of blood transfusions, with 16% stating that they 
would not accept blood. 
No research was found in which the American Indian 
population had been studied regarding the understanding 
and use of advance directives. Therefore, there were no 
studies with which to compare and support or refute these 
findings . 
The Vietnamese participant was very devout in her 
faith, and did make reference to religion in her answers. 
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Her value of life was work based, with the participant 
stating that "work makes life worth living." Her response 
to the meaning of death for her was, "Everybody has to 
die--not to worry." Life-support was not an issue for 
this participant. She indicated that she did not wish any 
type of life-support, with the exception of blood. 
A large majority (92%) of all cultural groups 
involved in the study indicated that should something 
happen to them, a family member, such as a spouse or 
child, would make the decisions regarding their medical 
care. Only 3 participants of the 49 stated that they 
would not like a family member to make such decisions for 
them, with one participant being uncertain. 
It was apparent that when discussing the issue of 
life support, the basic premise of advance directives, it 
was imperative that certain issues be explored. These 
were the person's view of the sanctity of life, their 
definition of death, their religious background and 
current practices, their support systems, and the family 
decision-making process (Klessig, 1992). This research 
study attempted to address these issues. 
Another factor to be considered when exploring the 
issue of advance directives was the health of the person 
at the time of the study. For example, only 3 
hospitalized clients were used in this study because the 
clients that were in the hospital tended to be more ill 
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than the home health clients that were interviewed. Also, 
there was a higher degree of suspicion among the 
hospitalized clients about why the researcher was asking 
them guestions about life-support issues. On the positive 
end of the spectrum, the seriously ill clients were able 
to explore life-support issues at an opportune time. One 
47-year-old, a mother of four, with Lou Gehrig's disease 
expressed a desire to have a living will, but stated that 
she did not know how to go about obtaining one. A 54-
y©ar-old quadriplegic also expressed a desire to have a 
living will, but stated that she did not know how to 
obtain one and was afraid that the cost would be 
prohibitive . 
High (1993) found that the most effective 
intervention in education about advance directives was one 
that provided older people with a moderate level of well-
written, easily understood educational material 
accompanied by easy access to assistance in completing the 
appropriate documents. However, findings from this 
current study indicated that if this was the case, then 
more participants in this study would have had a better 
understanding of advance directives, living wills, and 
durable power of attorney for health care. All of the 
participants had previously been provided with written 
materials regarding advance directives, living wills, and 
durable power of attorney for health care, and yet only a 
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small percentage of the participants was able to correctly 
define these terms. All 49 participants in this study had 
signed forms stating whether or not they had an advance 
directive or did not have an advance directive, and that 
they had been given educational material regarding advance 
directives. However, 40 (82%) were unaware that they had 
signed such a form. 
In High's study, it was shown that further 
promotional and educational effort would have most likely 
resulted in an increase in the use of advance directives 
among those white elders who have higher levels of 
education and income. According to High, execution of 
advance directives placed a premium on skills of 
articulation and experience with legal documents. 
Legislation and regulations regarding health-care decision 
making for the elder should be equally beneficial 
regardless of the differences among people (High, 1993). 
This study supported the finding by High that advance 
directives have a class bias in the areas of law and 
regulation. 
Teno et al. (1993) found that although broad-based 
coalitions were established for writing the state law 
descriptions for advance directives, they lacked input 
from minority advocacy groups. Therefore, people of 
different cultural backgrounds may not have understood the 
present translation of the state's description of the 
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advance directive law. This was most certainly the case 
in this study. Translation of the state law into minority 
languages requires understanding of the culture of the 
intended audience (Teno et al. , 1993). 
Responsibility for discussion of future medical 
decisions like advance directives was another area that 
was explored in this study. Fifteen (31%) felt it was the 
responsibility of family members to bring up the subject 
of future medical care, 12 (25%) felt that this was their 
own responsibility, 9 (18%) felt that it was the 
physician's responsibility, 7 (14%) were uncertain, and 6 
(12%) felt that it should be a combination of either the 
physician or family member, physician or nurse, or the 
nurse's responsibility alone. In LaPuma et al. (1991) 
physicians did not believe that it was a professional or 
institutional responsibility to initiate discussions about 
life-sustaining treatment. However, most patients in that 
study believed that the health-care provider should have 
been the one to initiate discussions about advance 
directives. 
Bernard et al. ( 1986) found that while only 6% of the 
participants of their study had discussed life-sustaining 
treatment with their physicians, 68% wanted to but had 
not. The findings were consistent with the findings of 
this study, in which the family member was the person that 
the health-care recipient felt should bring up the 
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discussion regarding life support, with 25% of the health­
care recipients feeling that the responsibility for 
initiating life-support discussion was their own. 
Conclusions 
This researcher determined that selected cultural 
factors do impact the understanding and use of advance 
directives by health-care recipients in the state of 
Mississippi. None of the participants knew the meaning of 
the term advance directive. Very few of the participants 
knew the meaning of the terms living will or durable power 
of attorney for health care. Fewer still had executed a 
living will or durable power of attorney. Cultural 
variables and language barriers clearly had a powerful 
impact on selected participants' understanding of advance 
directives. Data from this study strongly supported 
previous literature in which cultural variables and 
understanding and use of advance directives were explored. 
Another conclusion drawn from the findings was that 
the information being provided for health-care recipients 
was not culturally equitable. There was a definite class 
bias in regard to the educational material that was used 
to inform clients about advance directives. The 
terminology of such educational materials should be 
further researched in order to determine better ways to 
disseminate the complicated maze of information regarding 
future medical decision-making. 
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Finally, it must be concluded that the purpose of the 
Patient Self-Determination Act of 1991 has not been 
fulfilled. While patients were now, by law, being 
informed of their rights in making future medical 
decisions, they were not being informed in language that 
was culturally understandable to them. This constituted a 
lack of knowledge regarding future medical decision­
making. Advance directives, such as living wills and 
durable powers of attorney for health care, have been 
widely heralded by physicians, attorneys, ethicists, 
gerontologists, and advocacy groups as a means of 
protecting patients' self-determination by guaranteeing a 
right to refuse unwanted medical treatments (Council on 
Ethical and Judicial Affairs of the American Medical 
Association, 1989; Emanuel et al. , 1991; High, 1987; 
Orentlicher, 1990; President's Commission, 1983; Society 
for the Right to Die, 1985; Society for the Right to Die, 
1988; United States Senate Special Committee on Aging, 
1987). However, this has not been shown in this study. 
Implications for Nursing 
A number of implications for nursing science were 
derived from this study. Implications were suggested for 
research, theory, practice, and education. 
No research was found regarding the American Indian 
population and their understanding and use of advance 
directives. Therefore, more research is needed to gain 
insight into the cultural factors that affect the American 
Indian's understanding and use of advance directives. A 
larger sample size including other Indian tribes would be 
useful. The Massey-Hays Instrument for Measurement of 
Understanding and Use of Advance Directives among Health 
Care Recipient's with Selected Cultural Factors could be 
utilized in similar studies to establish validity and 
reliability. 
The results of this study can serve as a basis for 
other studies that explore the effect of cultural factors 
on the understanding and use of advance directives, or the 
effect of cultural factors on decision-making regarding 
life-support issues. 
Research tests and validates nursing theory. 
Leininger's Transcultural Nursing Theory must be tested in 
future research studies to further and add to the base of 
knowledge about culturally germane issues. According to 
Leininger (1989), the present and future research in the 
field of transcultural nursing will enhance theoretical 
development and will continue to identify culture-specific 
and universal care constructs. Leininger's theory is 
directed toward assisting nurses (including advanced 
practice nurses) in understanding the world of their 
client, and helping the nurses in using their client's 
viewpoints, knowledge, and practices as a basis for making 
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culturally congruent professional actions and decisions 
(Marriner-Tomey, 1989). 
Nurses in advanced practice have to be better 
informed about the cultural diversity of their clients in 
order to understand their clients' positions on matters of 
decisions regarding future medical care. In order for the 
advanced practitioner to be effective in primary practice, 
he or she must understand the cultural diversity among 
people, and work with their clients in finding common 
ground for therapeutic intervention to take place: 
intervention that is not only medically safe, but 
culturally congruent. 
As a patient advocate, the advanced practice nurse 
can make a significant impact on the state and federal 
level in having the advance directive laws altered or 
rewritten to include, rather than overlook, those members 
of society who are not white, Anglo-Saxon, and well-
educated . 
It is imperative that curricula addressing the issue 
of transcultural care be included in all basic nursing 
programs, as well as all advanced practice nursing 
programs. Ours is a growing multicultural society, in 
which the role of the advanced practice nurse will play an 
important part. Transcultural care is germane to all 
aspects of nursing care. 
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The findings of this study demonstrated the lack of 
understanding among health-care recipients on the issue of 
advance directives. The advanced practice nurse would be 
well advised to educate himself or herself on the issue of 
future decision making as it relates to advance directives 
and patient care. As a provider of primary care, this 
issue is one upon which the well-informed and culturally 
aware practitioner will be called upon to educate, advise, 
and support clients who are in the decision-making 
process. 
Recommendations 
Based on the findings of this study, the following 
recommendations are made: 
Research 
1. Replication of the study with a larger sample 
including multiple different cultural groups. 
2. The conducting of an intervention study aimed at 
targeting health-care recipients in a primary care setting 
prior to medical crisis situations. 
3. The conducting of a research study utilizing 
different educational materials aimed at cultural clients, 
in order to determine the efficacy of culturally congruent 
education as it relates to advance directives. 
Nursing 
1. Publication of the findings of this research 
study and other research studies examining the effect of 
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cultural factors on the understanding and use of advance 
directives. 
2. Incorporation of curricula in schools of nursing 
that address the issue of transcultural care. 
3. Incorporation of issues regarding future medical 
decision-making, such as advance directive, living wills, 
or durable power of attorney for health care in schools of 
nursing. 
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APPENDIX A 
MASSEY-HAYS INSTRUMENT FOR MEASUREMENT 
OF UNDERSTANDING AND USE OF ADVANCE 
DIRECTIVES AMONG HEALTH-CARE RECIPIENTS 
WITH SELECTED CULTURAL FACTORS 
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MofSUnderstandStrUment f°r Measurement 
DirectivJL a and Use of Advance 
wVth wHealth-Care Recipients 
with Selected Cultural Factors 
J/|Sformat10nTherfewao be?n develoPed in a yes/no or check (•) rormat. The few questions that are not yes/no 
directions3^ l^Y . Follow ?he 
they appear throughout the questionnaire. 
Part i. Selected Cultural Factors 























Other (please identify): 
How long have you been practicing your religion? 
Are you active in your religion now? 
Yes 
No 






















Part II. Questionnaire Section 
What value do you place on life? 
What does death mean to you? 
Do you have an advance directive? 
Yes 
No 
Do you know the meaning of advance directive? 
Yes 
No 
If "yes," what does it mean to you? 
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READ TO PATIENT: 
WANT°ORWDOTNnT !jhIE D0WN THE TREATMENTS THAT YOU 
TALK FOR YOITR^P^ mIF Y°U BEC0ME CONFUSED OR CANNOT 
TALK FOR YOURSELF, THIS IS CALLED LIVING WILL. 




Do you know what a durable power of attorney for 
health care is? 
Yes 
No 
If "Yes," what does it mean to you? 
READ TO PATIENT: 
IF YOU WANT A SPECIFIC FAMILY MEMBER OR FRIEND TO 
MAKE MEDICAL DECISIONS ABOUT YOUR CARE IF YOU BECOME 
CONFUSED OR CANNOT TALK FOR YOURSELF, THIS IS CALLED 
A DURABLE POWER OF ATTORNEY FOR HEALTH CARE. 
Did you sign a form saying whether or not you had an 




If "No," explain as follows: 
EVERYONE WHO HAS ENTERED A HOSPITAL, NURSING HOME OR 
HAD HOME HEALTH SINCE DECEMBER OF 1991 HAS HAD TO 
SIGN A FORM STATING WHETHER OR NOT THEY HAD AN 
ADVANCE DIRECTIVE. THIS IS THE LAW. 




ADVANCE DIRECTIVES TELL YOUR DOCTOR IF YOU WANT HIM 
TO TRY TO BRING YOU BACK TO LIFE IF YOUR BREATHING 
STOPS OR YOU HAVE NO HEARTBEAT. THIS IS CALLED CPR. 




READ TO PATIENT: 
POTASNEADBRIA™ING MACHINE™ D0CT0R IF Y0U WANT T0 BE 
Would you want your doctor to do this? 
Yes 
No 
READ TO PATIENT: 
^™SL?IRECTIVES TELL YOUR DOCTOR IF YOU WANT TO BE 
FED THROUGH A TUBE IN YOUR NOSE OR STOMACH IF YOU 
CANNOT EAT. 
Would you want your doctor to do this? 
Yes 
No 
READ TO PATIENT: 
ADVANCE DIRECTIVES TELL YOUR DOCTOR IF YOU WANT TO BE 
GIVEN BLOOD WHEN IT IS NEEDED. 
Would you want your doctor to do this? 
Yes 
No 
Would you want a family member to make any of these 
decisions for you? 
Yes 
No 
READ TO PATIENT: 
IF YOU DECIDE TO HAVE AN ADVANCE DIRECTIVE, YOU CAN 
ALWAYS CHANGE YOUR MIND ABOUT ANY PART OF YOUR 
TREATMENTS AT ANY TIME. 
Do you like having this choice? 
Yes 
No 
Who do you think should bring up the subject about 
what to do for your medical care if the time comes 





Other (please specify):. 
Slow that you know what an directive iS' d° 
^ou think that you would like to have on . 
Yes 
No 
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Memorandum of Agreement Concerning 
Research Study 
Title of Study: 
nnHo^eC5-°f Selected Cultural Factors on 
« d®^tanding and Use of Advance Directives by 
ea are Recipients in the State of Mississippi 
Name of Agency: 
Study discussed with and explained to: 
The nature and purpose of this study have been defined. I 
understand that all information will be kept confidential 
and that this institution may withdraw at any time during 
the data collection. 




PARTICIPANT'S CONSENT FORM 
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Letter of Consent 
In signing this document T  ^ •  
/ I am giving my consent to 
be interviewed bv the 
tne researcher or other designated 
helper. I understand that I „m be part of a research 
study focusing on the effect of selected cultural factors 
on the understanding of advance directives by health-care 
recipients in the state of Mississippi. 
I understand that I will be interviewed at a time and 
place that is convenient to me. I also understand that 
the researcher may contact me for more information in the 
future. 
This interview was granted freely. I have been 
informed that the interview is entirely voluntary and 
that, even after the interview begins, I can refuse to 
answer any specific questions or decide not to participate 
at any time, from the beginning of the research study 
until the data have all been gathered. 
I understand that my name and any information that I 
give to the researcher will be kept confidential, and that 
my answers will not in any way affect the care that I am 
given. 





Explanation of what an advance directive is bv health-care 
f CiPih2 L resP°nded "Yes" to the question, Do you 
know the meaning of advance directive"? 
African-American 
No participant responses 
Caucasian 
"It means to keep going on continually." 
American Choctaw Indian 
No participant responses 
Vietnamese 
"She learns from Bible that when end of world 
comes, you know this and must prepare your 
life." 
Explanation of what a living will is by health-care 
recipients who responded with "Yes" to the question, "Do 
you know what a living will is?" 
African-American 
"Like you're going to will something to 
somebody." 
"Yes. If you die, if you want to give any part 
of your body to someone else." 
"I had a right not to have the breathing machine 
if I don't want it. Mary (home health nurse) 
gave me some information on it this week. * 
"You make out a will while you're in a sound 
mind, what you want done after you die." 
"Tells the doctor what to do."* 
"Whatever you've got will be given to who you 
want to have it." 
82 
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Request after I'm dead about what I want done." 
valuabie^papers^""6 in the bank °r 
Caucasians 
Z°v,?iVe.di?:ection as to whether you want the 
machine to keep you alive. I don't have a 
lying will, but I don't want the machine. We 
all have a time to go and when the Lords calls, 
I want to go."* 
I guess it can't meant too much: I ain't qot 
one. " 
You have it written up about what you want them 
to do (I have 2 sons) when you die — like leavinq 
stuff." 
"To me, it's like if I put on support system 
where they breathe for you and they just lay 
there a vegetable."* 
"State what you want others to have of yours." 
"The authority to take you loved one off of life 
support."* 
"If I get to the point I have to suffer, I want 
to be taken off everything. My grandson has 
living will."* 
"Stan Perkins (attorney) has it. It means not 
to be put on a machine."* 
"What you want to leave somebody." 
American Choctaw Indian 
"Where you tell the doctor you don't want a 
trach."* 
"Money you're supposed to have. 
"It tells the doctors not to put the breathing 
machine and all that and don't want that so I 
made that will."* 
"I can't say in English." 
"Will whatever you own to a certain person." 
84 
"You want to live."* 
Vietnamese 
should h„ S2d m°ney for sometimes, you snould have good results."* 
cS^is^Hhealth-care^^1® P°WSr °f attorneY for health 
, , . recipients who responded with "ves" 
to the question "Do you know what a durable power of 
attorney for health care is?" 
African-Americans 
LiKe giving the attorney the power to do what 
needs to be done if you can't talk and you're 
sick." 
A specific person designated by me to take care 
of my decisions concerning health care."* 
Caucasians 
"He (son) can take over if I'm not able to take 
over. The power to take care of money and to 
make decisions me, even health decisions."* 
"It has something to do about decisions or 
something, don't it?" 
(Participant answered yes, but said nothing) 
"My son had power of attorney over me."* 
"My daughter has power of attorney over me."* 
"My grandson will handle affairs."* 
"Something with a lawyer present and he (lawyer) 
can take over my estate and answer for me. 
American Choctaw Indian 
"When I'm really sick and I have to get an 
attorney and he helps you make your medical 
decisions." 
Vietnamese 
No participant response. 
85 
What value do you place ori life? 
African-American 
"Love, harmony, friendship." 
"Taking care of family and going to church." 
"To be a good neighbor, Christian, and citizen." 
"Living for Christ." 
"Life is good: A blessing to be on the land of 
the living." 
"To see all my folks well and me be well." 
"To be where people are having a lot of fun." 
"Real valuable: The most important thing, and 
the way you live it." 
"Really enjoy living." 
"Very important." 
"High value." 
"Couldn't tell you because it is so valuable." 
"It means a lot to me." 
(No answer) 
Caucasians 
"It's wonderful; life is what you make it." 
"It's all right; no complaints." 
"Most important thing in life is being happy and 
being able to take care of yourself." 
"Never really thought about it, I trust the Lord 
and let him make the decisions. I just don't 
think about it." 
"Really don't know." 
"Lots: Lots and lots. I enjoy life. 
86 
"Lots: Lots and lots. I enjoy life." 
uitiW^,,1?'8 awful Precious- Nobody knows 
and =!f=.o • fsomething; when you can't go out 
lf there's a rainbow when it rains? or 
walk through the flowers in the spring." 
When my life is over, it's OK." 
I would have to place some value on it, or I 
wouldn't be fighting to save this knee and try 
to learn to walk again." 
I enjoy life and want to be the best; very 
precious." 
"Top priority: Will live to be 105. I'm like a 
rubber band, I always spring back." 
"Always enjoyed life: Have good health." 
"Very little: When you can't get up or go out, 
life isn't worth much anymore." 
"It's important." 
"Don't know: Haven't thought about it. Take it 
one day at a time." 
American Choctaw Indian 
"The man above: I get blessings from the Lord." 
"It's good and bad: Bad since I don't have my 
health; it's frustrating; there's a lot I can't 
do. Good watching my children grow." 
"I don't know." 
"I don't know." 
"I don't know what I can say." 
"Staying home: Home sweet home. Life is 
precious to me because I'm with my family. 
"Life is everything." 
"Real valuable: I just don't know. 
"I don't know: What about money? 
I don't know what to tell you." 
"It's all right: No certain value." 
"I don't understand." 
"Don't know." 
"Being healthy." 
"Sewing, weaving baskets and watching my 
grandchildren grow." 
"All I do is work: But I quit." 
"I don't know." 
"I don't know." 
"I don't know." 
Vietnamese 
"Work makes my life worth living." 
What does death mean to you? 
African-Americans 
"It's sad: Death is sadness: The sadness never 
goes away." 
"Death means sorrow to me." 
"It's sad when someone dies." 
"If I'm in Christ like I should, it wouldn't 
mean nothing: If we don't have Christ, we know 
where we're going." 
"Well, in a slight way it is sad: But the Lord 
said, "You cry at the income and rejoice at the 
outcome": So I try not to be said for long." 
"Sorry: Sad." 
"I feel sorrow and sadness." 
"It's hard: But it has to be: But it's hard. 
"When God calls you home." 
"I'm prepared for it." 
try^o be^prepared. " Kn°W death is c°ming and I 
"I will have eternal rest." 
"In a way it means something and in a way it 
doesn t: Death is a scary thing." 
"That's a hard thing." 
Caucasians 
"Death doesn't scare me at all: As the Bible 
says, "Death is gain." Of course, I don't want 
to die. I want to live as long as I can. I'm a 
problem for my children now. They're trying to 
find someone to live with me: It costs so much. 
But I'm still not afraid because I know what's 
waiting for me." 
"It means the end of the road." 
"That you've lost someone close to you." 
"Going to heaven." 
"It tears me up." 
"It tears me up and I cry." 
"I think when you die, if you're not a 
Christian, you don't go to heaven: If you are, 
you go to heaven. God will come for you." 
"I really don't know." 
"I don't know: I cry: It's not very pleasant." 
"Ready to go when called." 
"If you're suffering, it is the grandest thing 
in the world." 
"Doesn't bother me a bit: Something we have to 
do. " 
"You're gone." 
"Living right and being prepared to meet the 
Lord." 
American Choctaw Indians 
"You go to heaven or you go to hell." 
"Going away: You never see the person again: 




"You just die: That's all I know: The preacher 
said that Josus would call us back." 
"The way I feel about when it's time to go: You 
know, I don't have any friends and no familv 
here. " 
"Death means it's going to be hard for me: It's 
(life) so precious to me." 
"There is life after death. If we're Christian, 
we'll all go to a good place." 
"I don't know." 
"Sorrow." 
"It's like someone goes to bed and sleeps and 
then when the day comes, we all rise and meet 
Jesus." 
"It's OK: When God calls me: It's all right 
God gave me so many hours, so many days, so many 
years." 
"Don't understand." 
"I don't understand much." 
"I don't know: You're leaving here." 
"Heaven." 
"I don't know." 
"I don't know." 
"I'm ready when God calls me. 
"I don't know." 
Vietnamese 
••Everybody has to die: not to worry. 
Note. * Indicates responses coded as correct. 
